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DESCRIPTION
A 55-year-old previously healthy Asian Indian man
was brought to our hospital with alleged near
drowning. He had been found prone in a shallow
pool of water in the grounds near his home by his
neighbours. The actual circumstances of the event
had not been witnessed. At presentation, he was
deeply comatose with a Glasgow Coma Scale of 3/
15. He was haemodynamically stable, but hypoxic
(arterial oxygen saturation: 65% on room air) and
gasping. Systemic examination revealed bilateral
ocular bobbing (video 1). Oculocephalic reflex was
absent. The pupils were bilaterally miotic and
responded sluggishly to light. Deep tendon reflexes
were normal and symmetrical. Plantar response was
bilaterally absent. There were no other focal

neurological signs. Respiratory examination demon-
strated bilateral basal crepitations.
The patient was intubated and initiated on mech-

anical ventilation immediately on admission, in
view of suspected aspiration consequent to near
drowning.
An emergent cranial CT demonstrated a massive

pontine haemorrhage (figure 1, arrows).
Retrospectively, it appeared likely that the patient
had suffered a stroke, resulting in immediate loss of
consciousness and subsequently fallen head first
into the pool of water where he was found.
The poor prognosis was explained to his rela-

tives; unfortunately, they were unwilling for further
management, and the patient was subsequently dis-
charged against medical advice.
First described by Fisher in 1961, ocular bobbing

comprises a distinct group of abnormal involuntary
vertical eye movements.1 These movements have
been subsequently classified on the basis of direc-
tion and velocity of the cardinal deviation. The
classical form of ocular bobbing, which was
observed in this patient, is characterised by inter-
mittent conjugate fast downward excursion fol-
lowed by a slow return to the primary position
after a short tonic delay.2 Ocular bobbing is typic-
ally associated with pontine lesions including haem-
orrhage, infarction and tumours,3 and usually
carries a grim prognosis in such patients, with
severe residual deficits in the few patients who do
survive.4 Other rarer causes include extra-axial pos-
terior fossa masses, diffuse encephalitides and toxic
and metabolic encephalopathies.2 The pathogenetic
mechanisms by which this phenomenon occurs,
and the exact neural pathways affected remain
unclear. Unfortunately, rapid advances in the field

Figure 1 CT of brain showing massive pontine haemorrhage (arrows, A: sagittal section; B: axial section).

Video 1 Video demonstrates classical ocular bobbing
in this patient. Note intermittent conjugate fast
downward excursion followed by slow return to primary
position after a short tonic delay.
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of cerebral imaging have inadvertently led to a reduced need for
such clinical signs and resulted in lowered awareness among the
medical fraternity.

The presence of the pathognomic and unmistakable neuro-
logical sign of ocular bobbing in this instance allowed for the
diagnosis of stroke as the true cause for coma, as opposed to
simple drowning. In turn, prognostication of this patient’s con-
dition was also made possible. Ocular signs such as these are
often overlooked or unrecognised in today’s era but can provide
valuable clues, especially in comatose patients.

Learning points

▸ Ocular bobbing is an abnormal involuntary vertical
movement of the eyes.

▸ Ocular bobbing is pathognomic for pontine lesions including
haemorrhage, infarction and tumours.

▸ The presence of ocular bobbing in such patients carries a
grim prognosis.
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